To the Editor,
Preeclampsia is the most common medical disorder of pregnancy [1] . Preeclampsia can present very early in pregnancy with hypertension and proteinuria. Preeclampsia includes a spectrum of clinical symptoms varying from subtle weight gain and swelling of the face and extremities to severe headache, abdominal pain, nausea, vomiting, and visual impairment. Endothelial cell changes along with widespread fi brin deposition in the microvasculature are parts of the proposed pathophysiological changes in this medical condition [1] . Presence of an impaired fi brinolysis pathway along with the overactive coagulation cascade present in the patients with severe preeclampsia can lead to multiple organ dysfunctions [1] .
Women with early-onset preeclampsia, i.e. presentation earlier than 34 weeks gestational age, constitute a subgroup of patients with more severe and more common hematologic abnormalities [1] . The Paris Collaborative Group [2] performed a metaanalysis of 31 randomized trials of preeclampsia primary prevention, which included more than 32,000 pregnant women, and proposed that administration of antiplatelet agents during pregnancy was associated with "moderate but consistent reductions in the relative risk of preeclampsia" [2] . All of the above evidence supports the theory that platelet-endothelial interaction can have a central role in the pathogenesis of preeclampsia.
Von Willebrand Factor (VWF) is a polymeric plasma glycoprotein comprising multiple 250-kDa subunits that facilitates platelet adhesion to the vessel wall by linking platelet membrane receptors to the subendothelium and is the cornerstone of platelet-endothelial interaction. It also serves as the plasma carrier for Factor VIII and actually stabilizes the molecule.
VWF is synthesized and released from the endothelial cells and megakaryocytes into the circulation [3] . Desmopressin (DDAVP) induces release of stored factor VIII and VWF into the circulation. Due to this effect, DDAVP is a known treatment for mild VWF and factor VIII defi ciency. It has been suggested that DDAVP use during pregnancy is safe for both mother and child [4] . In a review of the literature on the safety of DDAVP during pregnancy, Ray found no evidence to support the idea that this medication might interact with oxytocin, cause early delivery, or have neonatal adverse effects [4] . DDAVP (0.3 μg/kg) was used in a preeclamptic patient with prolonged bleeding time in an attempt to correct her bleeding tendency and prepare her for epidural anesthesia [5] . It might be the case that DDAVP usage in pregnancy has a protective effect against the development of preeclampsia in women with VWF defi ciency, as well. According to this hypothesis, DDAVP can be used in a single IV dose of 0.33 μg/kg between 28 and 34 weeks of gestational age, when risk of preeclampsia is high, with blood pressure being monitored while the DDAVP is used. It is safe during pregnancy and a randomized clinical trial is proposed to confi rm this hypothesis.
On the other hand, VWF defi ciency could be a risk factor for preeclampsia. Given this fact, it might be possible that women with VWF defi ciency will have increased risk of developing preeclampsia. Thus, in the case of preeclampsia associated with bleeding symptoms, VWF defi ciency should be taken into account. DDAVP can be considered in such cases as an alternative treatment.
